disease among black people of sub-Saharan African origin (Figure 1 ). 9 The evolution is characterized by advancing acculturation, urbanization, and affluence with a progressive increase in salt intake, smoking habit, and saturated fat intake. The earlier stages (from 2 to 4) see the appearance of hypertension (and associated stroke) as the predominant form of cardiovascular disease whilst atherosclerosis (and associated ischaemic heart disease) is predominant in the later stages (4 and 5). In stage 6 Gillum then postulates a decline in morbidity and mortality from vascular disease attributable to better prevention and management. Interestingly, he explains the low mortality rates in Caribbean-born African Americans under the age of 65 by the selective migration of the better-educated and more affluent. The transition of many from the original stage 3 (moderate affluence, fat intake, and smoking, and high salt intake and hypertension) to stage 6 (high affluence, moderate fat intake, smoking, and salt intake, and controlled hypertension and atherosclerosis). This contrasts with the high mortality rates common to older Caribbean-born African Americans as well as US-born African Americans. This could be attributed to migration in an earlier era, when access to the educational and employment opportunities was barred to most black people in the US, thus forcing them into stage 5 (moderate affluence, high fat intake, smoking, and salt intake, and high hypertension and atherosclerosis). 9 In the current issue of the International Journal of Epidemiology, Harding 10 describes similar effects in older Caribbean migrants to England & Wales prior to 1971. In her analysis of the Office for National Statistics Longitudinal Study, a 1% sample of the population of England & Wales, she explores whether mortality of Caribbean migrants is associated with duration of residence and/or age at migration. Assessment at baseline was performed in 1971 (when the study started) and follow-up (by record linkage) extended up to 2000, i.e. 30 years. Country of birth at the 1971 Census was used to identify migrants born in the Caribbean Commonwealth countries. Those not appearing at a subsequent census (probably because of re-migration), those older than 54 and under 25 years in 1971, and a further 401 who emigrated, were all excluded, leaving 1540 Caribbean migrants, aged 25-54 years in 1971, eligible for analysis. The results show that stroke mortality increases with increasing duration of residence prior to 1971 and age at migration in the oldest age cohort. The results are of interest because they are the first of this kind to be published from the UK. However, the report raises some questions. Firstly, the results apply only to England & Wales, rather than the UK as a whole. Secondly, the power of the study is very limited and the study may conceal important differences not detected here. For instance, the mortality changes from stroke according to age at migration and duration of residence may not be confined to the older cohort, as hazard ratios are large (though not significant) in the younger Commentary: Epidemiological transition, migration, and cardiovascular disease Francesco P Cappuccio cohort too. If these were true, some of the explanations provided shall need to be revisited. As occurred in the US, the older migrants were less affluent and educated than the younger (or more recent) migrants, with implications for access to healthcare and take-up of preventive medicine. However, the epidemiology of stroke in Caribbean populations around the world suggests that this high burden is unlikely to be fully explained by socioeconomic differentials. 11 Thirdly, migrants from sub-Saharan African Commonwealth countries also represent an important group with a high burden of stroke. It is unfortunate that a similar analysis could not be carried out in this sub-group, due to the limitations of the 1971 Census questions and the later immigration of West Africans into the UK. Opportunities to study West African adults in Africa and in the UK should be seized in the future. Finally, these findings, as many other migration and population studies, 12 argue very strongly against the view that stroke in black African populations is mainly due to genetic considerations. Notwithstanding the limitations, the present study highlights an important area of research currently grossly neglected and under funded in the UK. With the growing importance of ethnic background for the understanding of disease processes, tailoring management strategies, 13 and improving health care services, there is a need for prospective data in ethnic minorities in the UK. In the meantime, an attempt should be made to best use available data on ethnic minority groups nationally.
